A 25-year-old man without any relevant medical history was admitted to our hospital for progressive weakness, fever, night sweats, and weight loss. Physical examination showed several round skin nodules and multiple painless lymph nodes in the axillary and inguinal regions (A). A CT scan revealed diffuse lymphadenopathy and hepatosplenomegaly with multiple liver nodules (B). Percutaneous fine-needle aspiration cytology (FNAC) of a skin nodule revealed large atypical cells with plasmacytoid and anaplastic features, which indicated a lymphoma (C). The diagnosis of plasmablastic lymphoma was confirmed by traditional biopsy of another cutaneous lesion (D). Neoplastic cells were strongly positive (＞95%) for CD138, CD43, and Ki-67, and were negative for CD3, CD20, CD45, MUM-1, EBV, and HHV8. Because this type of lymphoma is mainly associated with HIV, blood samples were tested for HIV antibodies. The HIV RNA load was 389.98 cp/mL, and CD4
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